two patients. Viabahn stents were then deployed, covering the injured popliteal lumen, with three-vessel runoff and palpable pedal pulses in all cases (Fig 2) .
Objectives: Vascular injuries in children, although considered uncommon, have the potential for lifelong disability and present unique challenges in diagnosis and management due to anatomic and physiologic differences that vary with age. While vascular trauma is well studied in adult populations, data describing epidemiology in pediatric populations are sparse. The purpose of this study was to characterize incidence, patterns of injury, and outcomes using a multi-institutional national database.
Methods: The National Trauma Data Bank was queried for the years 2007 to 2014 to identify children (ages 0-18 years) who sustained major vascular injury. Patients were stratified by age and mechanism of injury. Patient characteristics, injury distribution, severity, and inpatient outcomes were compared using Pearson c 2 tests for categoric variables and Wilcoxon rank sum tests for continuous variables.
Results: Of 913,861 children presenting with trauma during the study period, 7482 (0.8%) were diagnosed with one or more vascular injuries. Blunt trauma was more frequent, accounting for 69.1% of injuries vs 30.9% due to penetrating trauma. Infants (age 0-1 year) were most severely injured, with the lowest median Glasgow Coma Scale (10 [95% confidence interval {CI}, 3-15] for age 0-1 year vs 15 [95% CI, 3-15] overall; P < .001), and highest mean injury severity score (23 [95% CI, 14-30] age 0-1 year vs 18 [95% CI, 9-30] overall; P < .001). Infants were disproportionately affected by cerebrovascular injury (51.7% age 0-1 year vs 31.2% overall; P < .001). Extremity (18.6% age 0-1 year vs 30.7% age 16-18 years; P < .001) and intrathoracic vascular injuries (8.3% age 0-1 vs 16.3% age 16-18; P < .001) increased with increasing age; whereas, intra-abdominal vascular injuries, and overall aortic injuries were consistent across age groups (22.9% and 3.9% overall; Table) . Both initial and overall mortality were highest in infants, 8.3% and 21.4%, respectively, vs 5.1% and 10.9% overall (P < .001). Thromboembolic complications were infrequent (4.3% overall) but significantly increased in infants (7.6%; P ¼ .045).
Conclusions: This study, the largest national study of pediatric vascular trauma to date, confirms that although pediatric vascular trauma is rare, it is associated with considerable morbidity and mortality. Patterns of injury and outcomes vary with age, with the highest rates of cerebrovascular injury, thromboembolic complications, and death occurring among infants. Further studies are needed to assess optimal diagnostic and treatment strategies among the youngest traumatically injured patients.
Author Disclosures: B. Ezekian: Nothing to disclose; J. Kim: Nothing to disclose; J. H. Lawson: Nothing to disclose; H. J. Leraas: Nothing to disclose; U. P. Nag: Nothing to disclose; C. Reed: Nothing to disclose; E. T. Tracy: Nothing to disclose. Objectives: Despite increasing use of endovascular stent repair of traumatic arterial injuries, such repair of superficial femoral artery (SFA) and popliteal artery (PA) injuries remains uncommon and poorly studied. We describe characteristics and outcomes of trauma patients with SFA and PA injuries repaired using endovascular stenting.
Methods: This was a retrospective National Trauma Data Bank analysis of trauma patients with a vascular injury isolated to the SFA and PA who underwent endovascular stent repair from 2007 to 2014.
Results: The prevalence of SFA and PA injuries was 0.2%, with an increasing trend in the annual use of endovascular stent repair ranging from 1.3% to 3.1% across the study period (P ¼ .004) despite stable injury burdens (Fig 1) . Included were 137 patients (81.5% males) with a median age of 31 years (interquartile range [IQR] , 22-45 years). The most common comorbidity was smoking (23.4%), and none had pre-existing peripheral vascular disease. Mechanism of injury (MOI) was 57.4% penetrating. On presentation, 5.1% were hypotensive (systolic blood pressure <90 mm Hg), 9.5% were tachycardic (heart rate >120 beats/min), and 4.5% had Glasgow Coma Scale of <9. Median Injury Severity Score was 10 (IQR, 9-17). SFA injury was more common (65.0%) and associated with penetrating MOI (P < .001). PA injury was associated with blunt MOI (P < .001) and with fasciotomy both alone (P ¼ .015) and with concomitant SFA injury (P ¼ .035). Femur fracture and associated vein injury occurred in 35.8% and 7.3% patients, respectively. Median time to stent repair was 5 hours (IQR, 3-11 hours). Fasciotomy was performed in 21.2% patients after a median of 4 hours (IQR, 3-8 hours). The most common in-hospital complication was deep vein thrombosis (11.1%). Overall mortality was 5.8%. Age $65 years (P ¼ .025) and Glasgow Coma Scale <9 (P ¼ .045) were associated with mortality on univariate analysis, but only age $65 years was independently predictive (odds ratio, 7.5; 95% confidence interval, 1.5-36.4; P ¼ .013). Amputation was performed in 5.1% patients, equally distributed between SFA and PA injury, after a median of 10 days (IQR, 4-32 days). Fasciotomy was significant on both univariate (P ¼ .005) and multivariate analysis (odds ratio, 14.2; 95% confidence interval, 2.3-88.5; P ¼ .005) of amputation, yet time to initial fasciotomy was not associated with amputation (4 vs 3.5 hours; P ¼ .869, Fig 2) .
Conclusions: Endovascular stent repair of SFA and PA injuries is performed in stable trauma patients with low injury burdens. Death and amputation are infrequent, but age $65 years and fasciotomy are significant risk factors, respectively. Despite increasing annual trends, 
